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LETTER OF TRANSMITTAL * 



House of Representatives 

Subcommittee on Health 
and the Environment 

Subcommittee on Over- 
sight and Investigations 

Washington, D.C. 

March, 1984 

Hon. John D. Dingell, 

Chairman, Committee on Energy and Commerce, 
Washington, D.C. 

Dear Mr. Chairman: The attached report prepared 
by the Congressional Research Service, at the r«qu\est 
of the Subcommittee on Health md the Envirorme and 
the -Subcommittee on Oversight and Investigations, 
contains background information and statistical data 
on the problem of infant mortality. This document 
represents a revision end expansion of a previous 
Committee Print- on this subject issued in June, 1983. . 

We believe this report will be extremely helpful 
to the Members of the Energy and Commerce Committee in 
their understanding of the dimensions and causes of 
infant mortality. In particular, the report should be 
of great value as a resource document for the 
oversight hearing on this .issue to be held by the two 
Subcbmmit tees . 

Henry A. Waxman 
Chairman, Subcommittee on 
Health and the Environment 

John D. Dingell 
Chairman, Subcommittee on 
Oversight and Investigations 
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INTRODUCTION 



afte f I o reCeDt distUrbi °8 sports tha 

nortalitv 5 Pr ° gress ' tne steady. decline in infant 
mortality rates may have slowed, and even beer 
reversed m some communities and social groups 
While the Nation's overall infant mortality ^ 
continues to decline, the infant mortality rate for 
Blacks _ remains roughly twice that for Whites, and 

nc^as'L 5006 r ide L Ce th3t thiS »PP«11«8 gap Ly be 
increasing l n addition, some .lata indicate that 
there has been an inc-ease in births to women who have 
not received early prenatal care. 

The recent recession and the cutbacks in Federal 
Health care programs have contributed to. these 
disturbing trends While unemployment, as defined by 
the Bureau of Labor Statistics, is fortunately no 
longer as high as lt was in the 1982-83 recession it 
remains a serious problem, especially for those 
pregnant women who have lost their health insurance 
coverage due to job loss in their families. Cutbacks 
in health programs - Medicaid, maternal and child 
health services, community health centers, and family 
Planning -- have resulted in a reduction in the 
services that have helped to reduce infant mortality 

As a Nation, we cannot afford any setbacks in our 
fight against infant mortality. So much remains to be 
done. Our national infant mortality-rate in 1982 
provisionally, 11.2 deaths per 1,000 live births) was 
the lowest in our history, but' it is still higher than 
HIa t " indus trialized nations, including 

Sweden Japan, France, Spain, Canada and Singapore! 
The infant mortality rate for U.S. Blacks, or for any 
other group of Americans', simply cannot be allowed to 
remain so much, higher than that of U.S. Whites 

The Nation's highest-ranking medical official, the 
Surgeon General, has issued a report setting forth 
specific policy objectives for the nation regarding 
health promotion. By 1990, the Surgeon General ' 

should^ 1 n ° r nty n ° racial ethnic group 
should have an infant mortality rate in excess of 12 
deaths per 1,000 live births. This is an attainable 
goal, yet we are in danger of failing' to reach it if 
,current infant mortality trends are not promptly 
identified and, where necessary, corrected 
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LXFAXT MORTALITY 



I. WHAT IS INFANT MORTALITY 

Infant mortality is the death of a live born infanc 
under one year of age, and is usually expressed as a 
rate per 1 t 00Q 1 i ve bi rths • Neonatal deaths , or deaths 
of i nf ants under 28 days account for about 70 percent 
of infant deaths. If The first year of life is the most 
hazardous period until age 65. 2/ Major causes of in- 
fant mortality are low birth weight and birth defects* 

II. CAUSES OF INFANT MORTALITY 
A. Low 3irth Weight ' 

Approximately two-thirds of all infant deaths occur 
in infants weighing less than 5.5 pounds (2,500 grams) 
at birth. 3/ Low birth weight infants 71a y be either 
premature, that is born before 37 weeks of gestation, 
or full term, but small for their gestational age. A 
number of factors contra bate to low birth weight, in- 
cluding lack of or poor prenatal care, poor maternal 
nutrition, maternal age, bearing chilJren at less than 
two year intervals, smoking and alcohol and"" drug use 
and abuse, and social and economic background. 

Prenatal Care . Certain evidence- indicates that a 
lack of prenatal care can contribute to women delivering 



\J U.S. Congress. Senate. Labor and Human Re- 
sources Subcommi ttee on Chi Id and Human Development • 
Oversight on Efforts to Reduce Infant Mortality and 
to Improve Pregnancy Outcome. Hearings, 96th Congress, 
2nd session. June 30, i960. Washington, . U.S. Govt. 
Print. Off. , 1980. p. 68. 

21 U.S. Department, of Health, Education, and 
Welfare. Healthy People* — The Surgeon General 1 s 
Report on Health Promotion and Disease Prevention. 
(Washington) , -1979. p. 21. 

3/ U.S. Congress. Senate. Labor and Human Re- 
sources Subcommittee on Child and Human Development. 
Oversight on Efforts to Reduce Infant Mortality and to 
Improve Pregnancy Outcome, 1980. ' p. 68. 
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low birth weight babies. 47 Given no prenatal care, 
an expectant mother is three times more likc-iy to 
deliver a low birth weight chi Id. 5J Prenatal care 
helps insure that (1) the expectant mother maintains 
good health and proper diet; (2) any medical "or other 
problems are detected early and promptly managed; and 
(3) the expectant mother is educated about health care 
and nutrition during pregnancy, childbirth, and infant 
care. According to American Co f lege of Obstetricians 
i Gynecologists (ACOG) standards, a pregnant woman 
>; uld begin prenatal care during the first trimester 
and ideally should be seen at least once every A weeks 
for the first 28 weeks of pregnancy, every 2 to 3 weeks 
until the 36th week, and weekly thereafter. Women with 
health problems should be seen more frequently, bj 
Partly because they are less likely to receive pre- 
natal care, and often because of young age, unmarried 
women bear more low birth weight babies. Overall, in 
1980, the incidence of low birth weight was twice as 
high for infants born out of wedlock (11.6 percent) than 
for other infants (5.8 percent). 7/ 

Maternal Nutrition . Although an undernourished 
mother may produce a healthy child, studies of nutrition 
of women during pregnancy have shown a definite rela- 
.tionship between the adequacy of the mother's diet 
during certain stages of pregnancy and the condition 
of the baH- at birth. Fetal growth is affected by 
maternal rood intake, as well as other changes that 



47 A January 1983 report by the Michigan Public 
Health Department noted that in 1978, approximately 
10,000 of the 140,000 women who gave birth that year 
received less than 5 prenatal visits. Of these women' 
receiving less than 5 prenatal visits, 20.3 percent gave 
birth to low birth weight babies, compared to 5.7 
percent for women receiving 6 or more prenatal visits. 

5/ U.S. Department of Health and Human Services. 
p-rrT Health for Our Children: A National Strategy. 

the Select Panel, for the Promotion of 
>U lj 1981. p. 27. 
rican College of Obstetricians - Gynecolo- 
gistsT Standards for Obstetric - Gynecologic Services, 
1982* pp. 11-12. " ... " 

7J Unpublished data,"J National Center for Health" 
Statistics, Public Health Service, Department of Health 
and Human Services, 1983; 



occur in the mother d-iriiv. pregnancy. 8/ Infants born 
in a nutritional ly deprived state say experience such 
health problems as '".Lain growth retardation, and delay- 
ed hone calcification (the process by which the bone 
becomes hardened by the depositing rf calcium salts). 
Infants that experience- these nutrition- related prob- 
lems often expend their energy on staying alive rather 
than on normal growth and development. 9/ 

Because they are eating for two, pregnant women 
must con suae raore than the amount of nucrients needed 
in the wevgravid state (prior to pregnancy). Obviously, 
a pregnant woman's diet' must include items from each 
of the traditional food groups of f ruits/j uices and 
vegetables; milk/ cheese; meat/dry beans; and breads/ 
cereal;-.. An inadequate / diet for a pregnant woman is 
usually low in certain significant food nutrients such 
as protein, calcium and iron, and may be missing one 
food group, such as milk, entirely. The number of 
servings and amounts a pregnant woman needs from each 
of these food groups varies depending on several factors 
such as th<? individual's age and weight, A pregnant 
teenager, who is still growing, most likely would need 
more servings from these food groups than a pregnant 
woman of 25. 

Maternal Age * Maternal age is another determinant 
of infant health. Teenage mothers are twice as likely 
as othei women to give birth to low birth weight 
babies. 10 / It is. unclear why so many teenage mothers 
bear premature or low birth weight infants. It may be 
that a girl's reproductive organs may not be sufficient- 
ly mature to carry a baby wi thout undue stress. A 



• 8/ Hoekelman, Robert A., Saul Blatraan, Philip 
A. Brunnel , Stanford B. Friedman, and Henry M. \ Seidel. 
principles of Pediatrics. McGraw-Hill Book Company. 
(New York), 1978. p. 363. 

9/ Michig<. ' .,nr of Public . iall The T m- 

pui of Unemployment on the Health of Mothers and 
Chile. '•en In K'^higan, Recommendations for the Nation, 
January 1983. p. 17* 

10 / U.S. Department of Health, Education and Wel- 
fare. Healthy People — The Surgeon Gor^rai't Report 
7>i7 Health ?r:obriorr and ^i'seas^— Prevent i on. -p. -—25.- 
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teenage -other is also less likely to have a balanced 
ciez and regular prenatal care* 11/ Lew birth weight 
is also increased for vozen giving birth after age 35. 

Frequency of Giving Birth , Bearing children at 
frequent intervals, part icularly ^ at intervals of less 
than 2 years, can contribute ta^lgu birth weight, as 
veil as other medi cal condi tionsT- whi ch -may adversely 
affect the health of mothers and children. These condi- 
tions include, among others, hemorrhage, and rupture of 
Che uterus. 12 / 

Smoking and Alcohol and Drug Use and Abuse . Smok- 
ing, and. alcohol and drug use and abuse during pregnancy 
can* contri bute to the infant's health status. Smoking 
slows fetal growth, doubles the chance of low birth 
weight, and increases the chance of stillbirth. Accord- 
i ng to some studies , smoking may be a significant 
contributing factor in 20 to 40 percent of low birth 
weight infants born in the United States and Canada. 
1 3 / - No safe levels exist for the intake of alcohol 
and most legal or illegal drugs during pregnancy. 
Certain^ evidence indicates that even small amounts of 
alcohol or. drugs when ingested by pregnant women at 
or : tical points in the bab\ T, s development in utero 
cai. cause premature delivery, low birth weight, and 
serious illness or birth defects in infants. 14/ 

Social and Economic Background . Socioeconomic and 
racial factors also contribute to the incidence of low 
birth weight babies. More low birth weight babies are 
born to families of other races than to White families. 



11 / U-S. *v ir Health, Education, and U'el- 

m*. ^ l „v. Weight Baby, May 1976. v p. 3. 

Jj' ,an Department of Public Health. The Im- 

pact ui unemployment on the Health of Mothers and 
Children in Michigan. Recommendations for the Nation. 
P. 17. 

13 / U.S. Department of Health, Education, and Wel- 
,/e. Health}' People — The Surgeon General's Report 
n Health Promotion and Disease Prevention. pp. 24-25. 
14 / Michigan Department of Public Health. The Im- 
pact of Unemployment on the Health, of Mothers and 
Chi ldren In Mi chigan . Recommendations for the Nation. 
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Twelve to fourteen percent of Black, Hispanic, and Na- 
tive American births result in low birth weight oahies 
but only 5 too percent of Whi te i nf ants weigh less 
than 5.5 pounds- 15 / According to some studies, socio- 
economic factors may 'nave a« much influence as race in 
determining an infant 1 s birth weight. Certain reports 
indicate that the birth weight of middle income Blacks 
is comparable to middle income Whites. IbJ 

'It has been suggested that the primary influence 
of socioeconomic ^tatui* may be its impact on low birth 
weight, rather than as an i ricependenc determinant of 
infant mortality. 17 / One of the most useful measures 
of socioeconomic status is the mother's educational at- 
tainment. A 1980 Department of Health, Education, and 
Welfare study cited the mother's educational attain- 
ment as. one of the most critical factors correlating 
with birth weight. 18/ In 1930, the proportion of 
infants of low birth weight born to mothers with 16 
years or more of education was half that of infants 
horn to mothers with less than 9 years of education. 19 / 



8 - Birth Defects 

About one sixth of all infant deaths are related 
to birth defects. These defects include congeaital 
physical abnormal! ties , mfental retardation, and genetic 
disorders. The congenita.! defects most likely to cause 
death include malformations of the brain and spine, 
heart defects, and combinations of other serious abnor- 
malities. 20/ Although it is not always possible to 



15/ Ibid. 
16 / Ibid. 

17/ Hadley, Jack. More Medical Care, Better Health? 
Urban Institute Press. (Washington), 1982. p. 36. 

18/ U.S. Department of Health, Education, and Wel- 
fare" Factors Associated with Low Birth Weight, United 
States, 1980. p. 2. . 

19/ Unpublished data, National Center for Health 
Statistics, Public Health Service, Department of Health 
and Human Services, 1983. 

20/, U.S. Congress. Senate. Labor and Human Re- 
source's Subcommittee on Chi Id and Hunan Development. 
Oversight on Efforts to Reduce Inf ant Mortali ty and to 
Improve Pregnancy Outcome, 1980. p* 69. 
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isolate the specific cause of a given birth defect, 
about one fourth of the cases are thought to be of 
genetic origin, while another 10 percent are attributed 
to environmental factors. In the majority of cases, the 
cause is unknown, but researchers suspect that the in- 
teraction between genetic and environmental factors 
plays an important role in the development of many 
congenital and prenatal problems. 21/ 

Altho ^h more chan 2,000 genetic disorders exist, 
-only about 20 cause the major genetic diseases in this 
country. Several major types of genetic disease are 
responsible for most illness and death. They are 
chromosomal aberrations (such as those responsible for 
Down's syndrome), some brain and spinal cord abnomali- 
tics (such as certain of the neural tube defects), 
defects related to particular ethnic groups, sex-linked 
defects, and metabolic disorders. 22/ 

Down's syndrome is associ ated~i rh the presence of 
an extra chromosome, and occurs in about one of every 
1,000 births. Children with Town's syndrome have var- 
ious physical defects; some of which require lifelong 
care * Among the most frequent malformations as- 

sociated with Down's syndrome is congenital heart di- 
sease. 24 / Also, 15 to 30 percent of children with 
severe mental retardation who live beyond .. age 10, 
suffer from Down's syndrome. 25 / The risk of bearing a 
Down's syndrome child ^increases ,with maternal age, 
especi£lly after age 35. v 

Neural tube defects occur when there is a lack of 
development of parts of \the central nervous system or 
its skeletal protection. These defects include ; spina 



2\J Ibid. \ i 

22/ Ibid. p. 71 . 

23 / U.S. Department of Health, Education, and Wel- 
fare. Healthy People — The Surgeon General's Report 
on Health Promotion and Disease Prevention. p. 26. 

TAJ Hoekelman, Robert A., Saul Blatman, Philip A. 
Brunell\ Stanford B. Friedman, and Henry M. Sudel. 
Principles of Pediatrics, p. 352. ; 

25 / U.S. Congress. Senate. Labor and Human Re- 
sources Subcommittee on Child and Human Development. 
Oversight cn .Efforts to Reduce Infant Mortality and to 
Improve Pregnancy Outcome, 1980. p. 71. 
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bifida (literally, a "cleft spine"), various other mal- 
forcations of the neural tube, .~nd anencephaly (very 
smal i or absent head and brain) . About 2 in everv 
i ,000 infants suffer from these defects , ha I f of whoa 
die in the newborn period. These defects are 2.5 
times more likely to occur in Whites than in other 
racial groups. 26 / 

Defects related to particular ethnic groups include 
Tay-Sachs disease, sickle cell anemia, and Cooley's 
anemia, among others. Tay-Sachs occurs most frequently 
among Jewish families of .'astern European descent* 
The disease is caused by accumulation of a fatty sub- 
stance in the brain. Tay-Sachs children appear normal 
at birth, but die by age 5 as a result of severe mental 
retardation and progressive deterioration, 27 / Sickle 
cell anemia, in which red blood cells are damaged 
because of altered stability of their hemoglobin con- 
tent, occurs most frequently among Blacks. 28/ Cooley's 
amenia, or thalassemia, also affects the hemoglobin 
molecule but in a different manner. The anemia is 
most common among Greeks, Italians or other individuals 
of Mediterranean descent. Another genetic disease > 
which is raore prevalent in Whites is cystic fibrosis. 
This disease causes abnormal production of mucus, re- 
sulting in chronic lung obstruction and disability 
during childhood and early adult life. 29/ 

Sex-linked defects include such ' congenital dis- 
orders as some hemophilias and certain of the muscular 
dystrophies, win affect the sons of mothers who 
carry an abnormal X chromosome. Hemophilia results in 
blood clotting deficiencies. Muscular dystrophy re- 
sults in graduo ; muscular weakness and wasting. 30 / 



26 / U.S. Department of Health, Education, and Wel- 
fare. Healthy People — The Surgeon General's Report 
■r« Health Promotion and Disease Prevention. p. 26. 
27/ Ibid. 
28/ Ibid. 

29 / U.S. Congress. Senate. Labor and Huma^i Re- 
sources Subcommi t tee on Chi Id and Human Development . 
Oversight on Efforts to Reduce Infant Mortality and * to 
Improve Pregnancy Outcome, 1980. p. 72. \ 

30 / U.S. Department of Health, Education and Wel- 
fare. Heal thy People — The Surgeon General ' s Report 
on Health Promotion and Disease Prevention. p. 27. 
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The best-known metabolic disorder is PKU (phenylke- 
tonuria). This genetic disorder results in an enzyme 
deficiency which allows the amino acid phenylalanine 
to accumulate abnormally. As a result, without* proper 
diet, brain function is impaired and mental retardation 

can occur. 31/ 

Exposure of the fetus ,to infections or toxic agents 
during pregnancy, particularly during the first tri- 
mester, can also cause birth defects. Infections such 
as rubella (German Measles) when they affect a mother 
during the first trimester, can cause congenital malfor- 
mations as well as stillbirth and miscarriage. Exposure 
to radiation and chemicals in the workplace or other 
environments, as well as to drugs and alcohol have 
also been linked to birth defects. 32/ 

C. Other Factors ■ 

Other factors causing infant death include birth 
injuries, -difficult labor, and conditions which may re- 
sult in a lack of adequate oxygen for an infant. Sudden 
Infant Death Syndrome (SIDS), which causes certain 
babies, without apparent cause or warning, suddenly to 
stop breathing and die, can occur after an apparently 
-Uncomplicated pregnancy and birth. According to .some 
authorities, SIDS is the leading cause of death for i in- 
fants older than one month. 33 / 



31/ Ibid; 

32/ Ibid. pp. 28-29. 
33/ Ibid. pp. 29. 
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I It »^ INFANT MORTALITY AND LOW BIRTH WEIGHT DATA 




This section presents selected available data, by: 

1) State and region, according to race, for the 
three average annual periods 1968-70, 1973-75, 
1978-80, and (provisional data) for 1980, 1981, 
1982; 

2) selected cities , according to race, for 1970, 
1975, and 1980; 

3) race for the total United States, 1940-1982, 
and by raceyor national origin for the total 
United States, 1970, 1975, 1980; , 

4) . selected industrialized nations, 1970, 1975, 

/and/ 1979/ 19.80; 

■ - 5) /percent low birth weight by race for the United 
/ States and each State for three average an- 
*'/ nual periods 1968^70, 1973-75, and 1978-80;' 

and * « 

6) percent low birth weight, mother's educational 
attainment and use of prenatal services 4 by 
race, for the years 1970, and 1975 through 
1980. 

A. . Limitations on Data , 

4 , The latest available final infant mortality data 
are for 1981. Because provisional data are collected 
for the individual States by place of opcurrence, and 
tne ^iilifi* data are calculated back to \ the place of 
residence of the mothers and inf antsy thfe two sets of 
data are not completely comparable. 34/ Another . impor- - 
tant consideration in analyzing i nf ant mortality data 
is that rates can tend to vary greatly from year 



34/ Telephone conversation with Dr. Joel Kleinman, 
National Center .for Health Statistics, Department of 
Health -£thd Human Services, April/28, 1983. 
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to year, especially at the city and State levels. 35/ 
This is in part a 'function of the relatively small 
numbers of cases used to calculate both city ' and 
State rates. It is for this reason that State and 
city data are presented in terms of 3-year annual 
averages whenever possible. in this way, some of the 
random annual variations may be compensated for over 
time • 

B. Trends in Infant Mortality 

The overall trend in infant mortality rates over 
the past forty years has been downward, as illustrated 
in Figure 1*. The data in this Figure represent the most 
recent available final infant mortality rates and are 
the same as the final rates presented in Table 4. How- 
ever Figure 1 has been updated with unpublished final 
rates up through 1981* \ 

The downward trend in infant mortality rates can 
be divided into three distinct phases. During the first 
phase, 1940-1950, infant mortality rates declined steep- 
ly for both Blacks and Whites. Infant mortality rates 
stabilized during the second phase, 1950-1965, after 
which the rates began their declines to their present 
..levels. In 1981, the most 1 recent year for which final 
data are available, the overall infant mortality rate 
was 11.9 per'1000 live births. By race, infant mortal-, 
ity rates in 1981 were 10.5 for Whites and J^O.O for 
Blacks; ^Provisional data for 1982 and 1983 suggest, 
;that on a national ~ bas* s v infant mortality rates are 
continuing to decline. The provisional total rate for. 
1982 is 11.2, and for the first eleven months of 1983 
is 10.8. Provisional rates by race are not available 
for these two years. 

Perhaps the most striking aspect of Figure 1 is 
that the infant mortality rate for Slacks has been 
consistantly higher than the rate for Whites. The 
Black infant mortality rate has stayed at slightly loss 
than twice the White infant mortality rate over the 
past 40 years, despite the substantial decline in the 
overall rates. 

The higher Black infant mortality rates may be at 
least partly responsible for the regional differences in* 



35/ Ibid. 
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Figure 1 



INFANT MORTALITY RATES BY RACE 
United States, 1940-1981 
Rates Are Deaths Per 1,000 Live Births 




°T r~ 1 i r-; 1 1 1 r 1 

1940 19*5 (950 1955 I960 !965 1970 1975 1980 1905 

Year*. 

Sourct- National Ctn1«r lor hUollh.Statlitlci ^ 



Legend 

A total 
X black 
□ white < 
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rates, as illustrated In Tables 1 and 2. For example, 
the South Atlantic and East South Central States have 
shown consistently higher total infant mortality rates, 
and they also have a higher proportion of Black infants. 

The data for individual cities included in Table 3 
do not necessarily reflect this regional trend. There 
is some evidence suggesting that Black infant mortality 
rates in these selected cities have declined at a 
faster rate than the infant mortality rates for Whites. 
Thus, in some large cities, the racial differences in 
infant mortality rates have narrowed. 

International comparisons of selected infant mor- 
tality data are shown ^in Tables 5 and 6. The United 
States has consistently ranked in the low to middle 
range among 13 selected industrialized nations for the 
years presented. 

The U.S. trends in incidence of low birth weight 
shown in Tables 7 and 8 have not shown as dramatic a 
decline as have ti>e trends in total infant mortality. 
Although infants' weight at birth contributes signifi- 
cantly to their survival and health throughout infancy 
and early childhood, the greatly improved survival of 
low birth weight infants has reduced mortality rates 
more than morbidity rates. 

C.- • Infant Mortality Rates By St^e, According to Race 

As shown in Table 1, over the . three average annual 
periods, 1968-70, 1973-75, and 1978-80, the total infant 
mortality rate steadily declined for all 50 States and 
the District of Columbia. The U.S. total infant mortal- 
ity rate declined from 20~9 to' 16. 8 per 1 ,000 live 
births between the 1968-70 and 1973-75 periods (a 20 
percent decrease) and from 16.8 to 13.1 per 1,000 live 
births between .the 1973-75 and 1978-80 periods (a 22 
percent decrease). 

Over the same three periods the White infant mor- 
tality rate steadily declined as well, except for the 
District of , )lumbia's rate, which fluctuated. The 
U.S. White infant mortality rate declined from 18.4 to 
• 14.9 per 1 ,000 live births between the first two periods 
(a 19 percent decrease), and f.rom 15.7 to 11.9 per 
1 ,000 live births between the last two periods- (a 23 
percent decrease). 

The U.S. Black infant mortality rate steadily de- 
clined over these three average annual periods in 40 
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States and the District of Columbia. However, it 
steadily increased in one State, North Dakota, and 
fluctuated in nine others: Delaware, Idaho, Montana, 
New Hampshire, New Mexico, Rhode island, South Dakota, 
Vermont and Wyomi ng. This evidence should be viewed 
with some caution. ^hese ten States have relatively 
small populations of Blacks. Thus, the infant mortality 
rates for Blacks in these States have more natural 
random variation. The total U.S. Black infant mortality 
rate declined from 34.5 to 28.2 per 1 ,000 live births 
between the first two periods (a 22 percent decrease), 
and from 27.0 to 22.1 per 1 ,000 live births between 
the last two periods (a 18 percent decrease). 

The most recent available data on infant mortality 
rates by State are displayed in Table 2. These data 
are averages of the provisional i nf ant. mortality rates 
for the years 1980, 1981 and 1982. Provisional data 

\by race are not available for this interval. 
^ . A comparison of Table 1 and Table 2 shows that the 
overall' average infant mortality rates increased in 
three States (Utah, North Dakota and Tennessee) and 

^the District of Columbia, stayed the same in two States 
(Colorado and Missouri), and declined in the other 
r\>rty-five States. In contrast, the data in Table 1 
sh\jw consistent declines in the t otal average infant 
mortality rates by all fifty Stales and the District 
of Columbia among the three intervals displayed. 
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Table 1 

Infant wrtilUy rite*, according to r*ce, 9*©graph1c division, and «tate: United States, average annual 

1968-70/ 1973-75. and 1978-80 

(Oata are based on the National Vital Statistics Syste«0 



Geog*-aph ic 
dl*iiicxi and 
State 



mfi.70 1 



1973-T5 



Infant deaths per 1,000 live births 



Untied States 20.9 

New Ertyiand 1B.0 

H*:ne....r. '20.9 

New h>«pjhire : 19.1 

Vermont.......;'. .. 19,1 

Massachusetts...^ IB. 3 

Rood* Island 20.3 

Connecticut.... 18.3 

Middle Atlantic 20.6 

New York 20. 5 

New Jersey 20.3 

Pennsylvania '. . . 21*0 

fast North C*ntral Li. 20.fr 

0M0 J... ». « 

Indiana 20.6 

Illinois 22.4 

Michigan • 2C.B 

Wisconsin 17,9 

. West North Central 18.9 , 

Minnesota t 17.6 

[mi 1B.9 

Missouri 20.7 

North Oakota 16.0 

South Oakota 19.8 

Nebraska 18.2 

Kansas - .18-4 

South Atlantic 23.1 

Delaware 20.8 

Maryland 20.1 

OiStrict of ColtvOU , 28.3 

Vlrglnta .' 21. 8 

West Virginia ' 23 1 

North Carolina 25.1 

South Carolina 24 . 6 

Georgia '. 23.3 

Florida 22.7 

Cast South Central 2*. 7 

Kentucky 20.8 . 

Tennessee 22,. 1 

Alabama 25.7 

Missusipr* • 

West South Central... 27.2 

Arkansas.: -'• M-> 

Louisiana • 24.8 

Oklahoma 20.6 

Te.as 21.7 

Mountain 20.2 

Montana '. 20.7 

Idaho 18.1 

Wyoming 22.8 

Colorado 20.3 

Nm Mexico '. 22.9 

Arljtona 20.6 

Utah 16.1 

Nevada 23.0 

Pacific 18.3 

Washington 19.1 

Oregon * 17.7 

California '. 18.1 

Alaska... 21.0 

Ha«al1 IB. 6 



18.4 


34.5 


16.8 


14.9 


27.0 


13.1 


18.1 


34.4 


14.7 


W.I 


25.9 


11.0 


20.9 


•27.6 


15.2 


li.3 


•5.8 


9.8 


19.1 


♦26.3 


14.6 ' 


14.6 


•28.7 


10.3 


19.1 


•14.3 


14.5 


14.6 




10.9 


17.7 


33.1 


14.? 


13.7 


24.3 


10.8 


19.6 


•37.7 


15.8 


15.3 


•26.1 


12.9 


16.8 ; 


32.1 


15.2 


13.7 


27.8 


11.6 


18.0 


34.9 , 


16.5 


14.5 


26.5 


13.3 


17.8 


33.9 


16.4 


14.3 


25.7 


13.4 


17.2 


3S.2 


1<-9 


!3.5 


26.4 


12.8 


18.8 


37.1 


16. a 


15.2 


28.7 


13.4 


18.5 s 


34.0 


17.2 


15.1 


29.2 


13.4 


17.9 


31.0 


16.4 ' 


15 0 


26.7 


13.0 


H.4 


33.3 


16.5 


15.2 


27.8 


12.7 


19.2 


36.7 • 


19.3 


16.1 


31.8 


15.2 


18.7 


33.3 


17.3 


14.9 


29.1 


13.3 


17.1 


?1.9 


14.0 


13.6 


21.8 


10.7 


17.8 


34.4 


15.6 


14.7 


27. 0' 


12.0 


17.4 


•28. J 


14.4 


14.1 


•24.7 


10.9 


18.6 


=?8.0 


14.5 


14.3 


*?5.B 


11.7 


18.2 


35.0 


1?.0 <• 


■ 15.1 


27.9 


13.6 


15.9 


•4.V 


16.1 


15.5 


•10.3 


12.5 


18.1 


•36.8 


18.1 ' 


16.1 


•39.2 


11.8 


17.1 


•36.7 


* 1S.1 


14.4 


•29.0 


12.0 


17.5 


32.5 


15.1 


14.6 


23.6 


11.3 


18.7 


34.8 


18.6 


15.5 


26.8 


15.0 


16.8 


36.6 


IS. 8 


13.7 


23.4 


14.7 


16.8 


31.9 


16.0 


14.1. 


22.2 


14.4 


22.1 


29.6 


2/.0 


•22.8 


27.9 


24.8 


18.2 


35.0 


17.5 


15.1 


26.7 


14.0 


22.6 


•3a. 0 


18.8 


18.4 


•29.7 


13.6 


20.0 


38. 0 


19.8 


16.4 


28.3 


15.4 


19.1 


34.1 


21.1 


16.6 


28.3 


17.1 


18.0 


35.0 


18.5 


14.9 


25.5 


15.0 


18.6 


35.5 


18.0 , 


14.7 


28.1 


14.5 


19.9 


37.9 


19.5 


16.0 


29.1 


14:6 



(a 



20.0 
19.1 
20.1 
21.1 

19.3 



18.3 
18.7 
19.8 
19.5 

19.0 

.20.0 
17.9 
21.8 
19.9 
21.0 
13.2 
15.6 
22.0 

17.6 

18. 4 r 
17.5 
17.5 
17.0 
18.2 



28.8 
33.4 
37.3 
43.4 

M.3 

12.7 
34.9 
31.7 
34.5 

33.1 

•26.9 
•2S.9 
•64.2 
•29.2 
•35.3 
•33.0 
•35.9 
•36.3 

28.3 

. .32.8 
•2911 
. 28.1 
•26.7 
•21.6 



16.4 

17.9 
20.7 
23.8 

18.0 

18.3 
19.2 
. 16.6 
' 17.8 

15.6 

17.1 
15.1 
17.2 
15.5 
18.4 
15.0 
12.7 
18.9 

.14.2 

15.8 
15.0 
13.9 
17.3 
14.0 



15.9 
15.7 
16.3 
16.1 

u.i 

15.7 
15.5 
16.2 
16.3 

15.0 

16.9 
15.0 
17.5 
15.2 
17.5 
13.8 
12.3 
18.0 

13.7 

15.3 
14.9 

US 



22.4 

26.4 
29.2 
32.4 

26.1 

26.2 
25.1 
26.0 
26.9 



•30.9 
•32.5 
♦8.4 
22.3 
•37.3 
•22.9 
•27.9 
•28.0 

22.1 

25.4 
♦25.5 

22.0 
* *26.5 
•12.8 



12.4 
14. C 
15.2 
17.7 

13.7 

14.1 
15.7 
13.1 
13.1 



25.2 11.7 



11.6 
10.8 
11.9 
10'. 6 
13.2 
13.0 
10. 8 
11.9 

11.5 

11.9 
11.9 
11.3 
14.2 
10.5 



10.5 

9.9 
1C.3 
10.9 
10.4 
11.9 
10.3 

11.5 

11.5 
10.4 
12.1 



19.9 

•3.9 
•11.3 
•28.2 

17.7 
•29.2 

21.3 

21.6 

20.9 
22.4 
22.5 



11.5^^24.1 



.11.6 
11.5 
12.2 
11.3 
10.3 

11.1 

10.5 
II. 3 " 
11.8 
. 12.1 
10.2 
11.3 ' 
10.6 

' 12.0 

10.9 
11.7 
•12.2 
12.0 
13.3 
12.1 
12.2 
11.4 
12.0 

11.8 

11.6 
l?.l 
11.7 
11.5 

11.9 

12.0 
11.7 
12.4 
11.8 

11.3 

10.9 
10.9 
II. 8 
.10.4 
'12.5 
12.2 
10.8 
11.0 

11.1 

11.8 
11.9 
10.9 
12.0 
10.7 



21.7 
23.0 
26.6 
23.9 
17.6 

23.5 

•23.3 
•24.1 

24.3 
•13.3 
•14.6 
•25.5 

20.6 

22.5 

27.1 
21.5 
27.5 
20.9 
•22.2 
23.0 
24.5 
21.5 
22.0 

. 22.3 

20.6 
20.5 
21.7 
24.5 

21.3 

20.7 
22.1 
20.6 
20.9 

19.5 



•16.7 
♦25.7 

17.4 
♦20.7 

20.5 
♦22.5 
♦21.2 

IB. 3 

16.6 
•15.0 

18.5 
•17.4 
•12.4 



5lnc1ude* bfths and infant death* occurring to nonresidents of the United $tites. 
'Includes all other races not Shown separately. \ 

S0U*C£: lUt1on4l Center for Health Statistics: Oau ec-puted by the 01v1s1oAof Analysis fro»Jata co-piled by the 
Olvtslen of Vital Statistics. ; \ f 
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Table 2, 



INFANT MORTALITY RANKS* 
PROVISIONAL INFANT MORTALITY .RATES ACCORDING TO STATE 
UNITED 5YATES , AVERACk ANNUAL 1980-1982"* 



Rank 


1980-1982 


Rstes'-** 


1 


Wyoming 


6.5 


2 


Idaho, Vermont 


7.9 


3 




4 


Wisconsin 


8 .4 


5 


New Hampshire 


8./ 


6 


Montana 


9.1 


7 


Maine 


9.2 


8 


South Dakota 


9.3 


7 


Washington 


9.6 


10 


Nev Mexico 


9.7 


n 


lows, Kansaa 


9.8 


12 




13 


Minnesota 


9.9 


14 * 


Hawaii 


10.0 


15 


Massachusetta 


10.3 


16 


California 


10.5 . 


17 


Colorado* 


10.6 


18 


Nebraska 


10.7 


19 


Arkansas, Connecticut 


10.8 


* 20 




21 


Maryland 


11.0 


22 


Ohio 


11.1 


23" 


Oklahoma, Utah 


11.3 


24 




25 ' > 
26 


Indiana, Pennsylvania 


11.4 


27 


N«* w T ^rsey, Orwgon 


11.5 


28 






29 


Kc ,y 


11.6 


30 




11.7 



* A ranking of #1 indicates the lowest infant mortal iry r» r ^r 

** Provisional data by place of occurrence. Infant mortality rates are 
,un under 1 year per 1,000 live births In a spec 1 fied . area . 

*** These provisional average annual Infant mortality rates are based or* 
a simple average of ( the rates for each of the years 1980-1982. Final 
rates are determined .by dividing the total number of Infant deaths for 
the three yesr period by the total number of births. 

Source: Compiled by the U.S. • Department of Health and Human Services. 

Public Health ^Service. National Center for Health' Statistics, 
May, 1983. 
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Table 2» (continued) 

I NT ANT MORTALITY RANKS* 
PROVISIONAL INFANT MORTALITY RATES ACCORDING TO STATE: 
UNITED STATES, AVERAGE ANNUAL 1980-1982** 



R^mk 1980-1982 Rates*- 

31 i Texas 11 «8 

32 Arizona ' '12.0 

33 Rhode Island 12.2 

34 Delaware • 12.1 

35 Michigan, Virginia 12.4 

36 * 

37 Alaska *2.5 

38 West Virginia * 12-6 

39 North Dakota 12 .7 

40 New York 13.0 
Ul Georgia 13.3 
U2 Florida 13-5 

43 Missouri 13 .6 

44 Illinois - 13-8 

45 1 North Carolina ■* l^.-O 

46 Louisiana, Tennessee 14.1, 
Ul — 

4g.. Alabama • 14.2 

49 Mississippi 15*3 

50 South Carolina 15.4 

51 District of Columbia 25.9 



* A ranking of #1 indicates the lowest infant mortality rate. 

** Provisional data by place of occurrence. Infant mortality rates are 
deatha under 1 year per 1,000 live births in a specified area. 

*•* These provisional average annual infant mortality rates are based on 
« simple average of the rates for each of the years 1980-1982. Final 
rates are determined by dividing the total number of infant deaths for 
the three year period by the total number of births* 

Source: Compiled by the U.S. Department of Health and Human Services. 

Public Health Service. National Center for Health Statistics, 
May, 1983. 
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D. By Selected Cities and Race 

Tables 3a, 3b and 3c present infant mortal i ty rates 
by rates for 26 cities whose populations were 500,000 
or more in 1970. These are the cities for which the 
National Center for Health Statistics has collected 
data. As previously noted, infant mortality rates 
can vary substantially from year to year for small 
population groups due to natural random variation. 
Therefore, the rates presented in these three Tables 
have been averaged over three three-year intervals to 
stabilize the data. The three * i ntervals are 1970-72, 
1974-76 and 1978-80. 

The trend in overall infant mortality rates in the 
26 cities is downward over time. However, the rate of 
decline in infant mortality has been somewhat less 
than that observed for the U.S. in general. Based 
upon the midpoints of the year intervals in these three 
Tables, 1971 and 1979, the U.S. infant mortality rate 
declined by 31 percent (19.1 to 13,1). The , rates of 
decline, between the first and last intervals in Table 
3a, in overall infant mortality for the 26 cities, range 
from a low of 7 percent (Baltimore) to a high of 40 
percent (San Mc^o). Only 5 of the 26 cities equal 
or exceed the national rate of decline, 14 fall in a 
range from 20 to 30 percent decline, and seven declined 
by less than 20 percent. In addition to Lhe lower 
rate of decline, these cities also had higher infant 
mortality rates than the U.S. overall. Comparing the 
1978-80 columns of Table 1 and 3a , it can be seen 
that only four cities (Denver, Milwaukee , San Diego 
and San Francisco) had infant mortality rates lower 
than the 13.1 U.S. rate for these years. 

The city based infant mortality rates by race 
also display a different pattern than that observed in 
the national and State level data. Comparing the city 
level and national infant mortality rates for Whites 
for the years 1978-80 (Table 1 and 3b), it can be seen 
that only 5 of the 26 cities (Boston, Denver, Los 
Angeles, Milwaukee and San Diego) have lower rates 
then the 11.5 national rate for Whites.. 

On the other hand, comparing the infant mortality 
rates for all other i ices by city (Table 3c) to the 
22.1 rate for Blacks (Table 1) for the 1978-80 inter- 
val, it can be seen that 17 of the 26 cities have lower 
infant mortality rates than Blacks nationally. This 
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comparison should be viewed with some caution. The 
"all other race" data in Table 3o include Oriental 
populations who historically have had the lowest in- 
fant mortality rates of any race or ethnic group in 
the U.S. Thus this comparison would not be totally 
valid Lor cities with substantial Oriental populations; 
for example, San Francisco. Even within this limitation 
however, the data seem to suggest that racial differ- 
ences in infant mortality rates are less pronounced in 
these cities than in the U.S. overall. 
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Table 3a 



TOTAL AVERAGE* INFAHT MORTALITY RATES 
FOR 26 CITIES OF 500,000 POPULATION** 
FOR 1970-72, 1974-76, 1978-80 
(Rates per 1,000 Live Births) 



C i t v 




1970-72 


1974-76 


1978-80 


Bait imore 




23 


.65 


7j 


.00 


22 


, 00 


Bos ton 




22 


.19 


17 


.50 


15, 


.03 


C h v c a £t o 




26 


.17 


24 


.23 


18 


. 40 


C 1 eve land 




« 24 


.69 


21 


.80 


20 


.23 


Co 1 uftib u 9 OH • 




18 


. 63 


17 


. 10 


14, 


.07 


Dallas 




21 


.64 


18 


.13 


15 


.47 


Denver 




17, 


.03 


14 


.97 


11. 


,33 


De tro 1 1 




25 


.25 


23. 


.63 


21. 


,60 


Houston 




20. 


,45 


17, 


.60 


14. 


,20 


Indianapol is 




20. 


r88 


16, 


.73 


14. 


,83 


Jacksonv i 1 le , 


Fla. 


19. 


.92 


17, 


.00 


15, 


,00 


Kansas City, 


Ho. 


21. 


.24 


18, 


.93 


19. 


,30 


LOsS Angeles 




18. 


,56 


14. 


,07 


13. 


,20 


Meroph i s 




22. 


,36 


.18. 


,33 


16. 


87 


Milwaukee 




18. 


,46 


14. 


,93 * 


12, 


13 


New Orleans 




25. 


,82 


21. 


,60 


21. 


10 


New York 




.20. 


38 


18, 


,23 


15, 


57 


Ph iladelphia 




24. 


01 


22. 


,20 


18. 


73 


Phoen ix 




16. 


19 


16. 


,40 


lA. 


40 


Pittsburgh 




' 23. 


73 


19. 


,93 


• 17, 


60 


St. Louis 




25. 


80 


24, 


97 


20. 


63 


San Antonio 




19. 


17 


13. 


50 


13. 


,77 


San Diep.o 




18. 


61 


18. 


,80 


1 1 . 


07 


San Francisco 




16. 


30 


13. 


03 


12. 


17 


Seatt le 




18. 


16 


14, 


,67 


13. 


60 s 


Washington, D 


.C. 


28. 


19 


27. 


00 


24, 


83 



Source: Mortality Statistics Branch ,, Divi sion*o f Vital Statistics, 
National Center for Health Satistics. Vital Statistics of 
the United States, v. II, Mortality. (Published *nd un- 
published data.) 

♦Calculated as a simple arithmetic average of the rates for each of the 
three years in each interval, 

♦♦Population as of 1970 
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Table 3b 

WHITE AVERAGE* INFANT MORTALITY RATES FOR 
26 CITIES OF 500,000 POPULATION** 
FOR 1970-72, 1974-76, 1978-80 
(Rates per 1 ,'jOOO Live Births) 



City 


19 70-72 


Bait irnore 


18.17 


Boston 


18.64 


Chicago 


19.24 


Cleve land 


19.60 


Col umbus , Oh . 


16.58 


Dallas 


17.66 


Denver 


1 1 . Do 


Detroit 


17.54 


Houston 


17.48 


tndianapol is 

I 


18.45 


Jacksonv i I le , Fla . 


16.59 


Kannas City, Mo. 


18.24 


Lob Angeles 


15.47 


Memphis 


18.33 


Mi lwaukee 


16.13 


New Orleans 


21 .57 


New York 


16.74 


Philadelphia 


17.77 


Phoen ix 


; 14.92 


Pittsburgh 


17.58 


St. Louis 


18.11 


San Antonio 


18.27 


San Diego 


17.81 


San Francisco' 


16.27 


Seattle 


15.58 


Washington, D.C. 


21.08 



1 974-76 


17 / o ou 


20.13 


i9.*0 


16.23 \ 


( 1 1 . i y 


17.33 


1 3. IP 


18 .63 


14 . 33 


14.87 


1 2.97 


14.97 


12.10 


1 3.66 




16.50 


14.30 


13.98 


12. 


14.40 


12.30 


13.03 


11.97 


14.40 


14.40 


11.87 


11.13 


13.53 


12.23 


12.40 


9.73 


15.00 


13.77 


14.83 


13.43 


17.40 


15.30 


15.63 


13.57 


15.20. 


12.43 


19.00 


12.77 


12.73 


13.07 


13.37 


11.00 


12.23 


12. BO 


13.60 


11.87 


17,57 


12.23 



Source: Mortality Statistics Branch* Division of Vital Statistics, 
National Center for Health Statistics. Vital Statistics of the United 
States, v. II, Motility. (Published and unpublished data.) 

♦Calculated as a simple arithmetic average of the rates for each of the 
three years in each interval. 

**Population as of, 1970 

\ - ■ ' 

j ' ; ■*■ . 
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Table 3c * 

! 

AVERAGE* INFANT MORTALITY RATES OF ALL OTHER RACKS 
FOR 26 CITIES OF 500,000 POPULATION** 
FOR 1970-72, 1974-76, 1978-80 
(Rates per -1,000 Live Births) 



City 


1970-72 


Baltimore 


27. A3 


Boston 


30.79 


Chicago 


33.34 


Cleveland 


30.54 


Co 1 um bus , Oh • 


25.28 


Pallas 


28.94 


Denver 


16.8b 


Detroit 


30.4 0 


Houston 


26.30 


Ind lanapoli s 


28.57 


Jacksonville, Fla. 


28.10 


Kansas City, Mo. 


27.60 


Los Angeles 


26.34 


Memphis 


25.88 


Ml Iwaukee 


25.19 


New Orleans 


28.51 


New York 


28.01 


Philadelphia 


30.39 


Phoenix 


26.97 


Pittsburgh 


36.47 


St. Louis 


32.13 


San Antonio 


29.91 


San Diego 


22.68^ 


San Francisco 


1 6 . : J 3 


Seattle 


27,48 


Washington, D.C, 


29.26 



1974-76 


1978-KO 


24.60 


23.23 


19.50 


20.23 


30.83 


22.96 


^5.30 


26.03 


^ 67 


16.63 


23.10 


20.70 


21.33 


14. 10 


18.33 


24.43 


25.30 


17.87 


23.33 


21.50 


25.67 


20.97 


27.16 


27,23 


19.97 


18.67 


22.00 


19.67 


20.47 


16.53 


24.20 


23.80 


23.93 


18.67 


27.47 


21.73 ; 


22.50 


19.40 


28.83 


27.57 ;- 


28.80 


25.90 


22,16 


21.33 


15.40 


13.83 


13.77 v 


11.60 


17,66 


17.70 


28.57 


27.07 



Source: Mortality Statistics Branch, Division of Vital Statistics, 
National Center for. Health Statistics. Vital jtatlstlcs of the United^ 
States, v, II, Mortality. (Published and unpublished -data. ) 

*Calculated as a simple arithmetic average of the rates for -each of the 
three years in each interval, 

**Population as of 1970 
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E. Infant Mortality by Sex, and Race or National Origin 

As shown in Figure 1 and Table 4, the AO year .trend 
in U.S. infant mortality has been downward for both 
Blacks and Whites, However, the Black infant mortality 
rate remains nearly twice as high as the White rate. 

As shpwn in Table 4a, Blacks have consistently had 
the highest infant mortality rates of races and popula- 
tion groups. Although Indian populations had the second 
highest rates, their rates were significantly lower 
than for.JBlacks* Tn 1970, the mortality rate for Indian_ 
—males" was *0 percent less than the rate -for Black 
nales. Indians maintained this 40 percent advantage 
through 1980. 

Populations of Chinese and Japanese in the U.S. 
consistently have had the lowest rates of infant mortal- ■ 
i ty. In 1980 , the rates for these * groups were about 
one hal'f of the national rates. 

Female infants have^ consistently lower in j. ant mor- 
tality rates than males across all races. The only 
exceptions to this ''rule'* are for U.S. Chinese in 1980 
and Japanese in 1975. However, these exceptions are 
based upon very small samples. 
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Table 4. 

INFANT KORTALITY RATES BY RACE: »JUW£XED STATES, 1940-82 
(Rates are dee is under 1 year perl^OCfej^e births in specified group) 

Infant mortality rata 



Tear 



Total 



tfhita 



1*2* U.2 

xhiK u.7 ; 

I960* 12.5 

• jg;I «.i u.i £:i 

W 77 14.1 12.3 iile 

SSr—- i*- 2 ".3 ZS.5* 

1973*.,...., 17.7 is.g t| 1 

, .19.1 17.1 30.3 

"™ 2 20.0 . , 17.8 32.6 

gg * 20.9 / 18.4 34.8 

»•« 19.2 36.2 

1967 22.4 19.7 37 5 

}*f 23.7 20.6 23 

24.7 n.5 41.7 

}*<4 24.8 21.6 42.3 

}**4 25.2 22.2 42.8 

23.7 22.3 42.6 

a 23.3 22.4 41.8 

}*S Z6 - C 22.9 44.3 

1959 26.4 IS.; 44.8 

JL 5 ! " 271 ".8 46.3 

19S7 • 26.3 23.3 44 2 

26.0 23.2 42.4 

}gf JM 23.6 43.1 

HK-. ".9 42.9 

X9S3 27.8 25.o 44.5 

a. * 2S.5 46.9 

28.4 25.8 44.3 

JS2 29 - 2 26 -» «.9 

J** 31.3 28.9 4*.* 

32.0 29.9 45.7 

lw7 32.2 30.1 47.7 

JSif 33.8 31.8 48.8 

1945 38.3 35.6 56 2 

\»* 39.8 s:5 ft:! 

1943 40.4 37.5 61.5 

1942 40.4 37.3 6 1.2 

wj ■ 4 5- 3 412 S 

1940 47.0 43.2 72.9 

i Provisional cfcta. . 

3 f*^" dt * ths of nonresidents of the United States. 
J Deaths based on a 50-percent Maple. 

Figures by color exclude data for residents of New Jersey. 

Source: KitionalCmter for Health Statistics, Division of Vitil Statistics 
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Table 4a 

INFANT DUATH RATES BY SPECIFIED RACE OR 
NATIONAL ORIGIN AND SEX: UNITED STATES, 1970, 1975 and 1980 
(mortality rates per 1,000 live births in specified group) 



1970 1975 1980 

Total /All races 

Both Sexes 20.0 16.1 12.6 

Male ■ 22.4 17.9 13.9 

Female 17.5 14.2 11.2 



White 

Male 20.0 15.9 12.3 

Female 15.4 12.3 9.6 



Mack 

Male 36.2 28.3 23.3 

Female 29.0 24.0 19.4 



Indian 
Male 
Fern ^ I e 



1/ 



23.0 
21.0 



20.1 
15.5 



14.1 
12.3 



Chinese 
Male 
Female 



9.8 
7.1 



4.7 
4.1 



4.7 
6.0 



Japanese 

Male 13.0 6.7 4.9 

Female 8.0 7.0 ' ^4.0 



Other races ' 

Male , 16.1 11.1 N/A 

Female 13.4 8.3 



1/ Includes deaths among Aleuts and Eskimos. 

Source: Adapted from U.S Department of Health, Education, and Wel- 
fare. Public Health Service. National Center for Health 
Statistics. Vital Statistics of the United States, 1970 
(volume II — Mortality, Part A, Table 2-3), and 1975 
(volume II — Mortality, Part A, Table 2-3), and unpublish. 
data for 1980. 
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F. By Selected Industrialized Nations 

As shown in Table 5, infant mortality rates in cer- 
tain developed countries are compared to each other. 
These are the countries for which such comparable data 
are readily available. The rates were obtained from 
civil registers. The U.S. infant mortality rate de- 
clined' from 19.8 to 12.5 per 1000 live births between 
1970 and 1979/1980, a 37 percent decline. However, 
out of 13 industrialized nations shown . in Table 5 
for the years 1970, 1975 and 1979/1980, the rank of 
the U.S. actually declined from ninth to tenth. Sweden, 
Norway, and Denmark have consistently ranked as the 
countries with the lowest infant mortality rates. The 
highest infant mortality rates among these nations 
have been found in Poland and Italy (see Table 6). 
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Table 5 
INFANT MORTALITY RATES * U 
SELECTED INDUSTRIALIZED NATIONS: 1970, 1975, 1979/1980 



Country 1970 1975 1979/1980 2/ 



Aus tri a 


25.9 


•'"■\5 


14.1 


Canada 3/ 


18.8 


14.3 


11.9 


Denmark 


14.2 


10.3 


8.8 


East Germany 


18.5 


15.9 


12.1 


France 


18.2 


13.8 


9.9 


Italv 


29.6 


22.2 


14.3 


Japan 4/ 


13.1 


10.0 


7.4 


Norway 4/ 


12.8 


11.1 


8.8 


Poland 


33.2 


24.9 


21 .2 


Spain 


27.9 5/ 6/ 


18-9 


11.1 


{Sweden 


11.0 


8.6 


6.7 


United Kingdom 
(England, Wales) 


18.1 


16.0 


12.2 


United States 


19.8 


16.1 


12.5 


West Germany 


23.6 


19.8 


13.5 



*Infant deaths are deaths of live-born infants under one year 
of age; rates r.re per 1 ,000 live births. 

1/ Statistics on the number of infant deaths were obtained from 
registers unless otherwise noted. 

2/ Data for Canada Is from 1978. Data for Denmark, Norway and 
West Germany refer to 1979. All other data^refer to 1980. 

3/ Includes Canadian residents temporarily in the United States, 
but excludes U.S. residents temporarily in Canada. 

4/ Includes residents temporarily outside the country. 

5/ Excludes deaths of Infants dying before registration of births 

6/ Provisional data. 

Source: 1970 - Demographic Yearbook 1972, United Nations, 1973. 

1975, 1980 - Demographic Yearbook 1980. United Nations, 1982- 
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Table 6 

INFANT MORTALITY RANKS* 
SELECTED INDUSTRIALIZED NATIONS: 1970, 1975,- and 1979/80 



Rank** 


1970 


1975 


1979/80 


1 


Sweden 


S we den 


Swede n 


2 


i^q j*way 


Japan 


Japan 


3 




Denmark 


Denma rk/ Norway 


A 


Denmark 


Norway 




5 


United Kingdom 


France 


France 


5 


France 


Canada 


Spain 


7 


East Germany 


United Kingdom 


Canada 


8 


Canada 


East Germany 


East Germany 


9 


United States 


United States 


United Kingdom 


10 


West Germany 


Spain 


United States 


11 


Aus t r i a 


West Germany 


West Germany 


12 


Spain 


Austria 


Austria 


13 


Italy 


Italy 


Italy 


1A 


Poland 


Poland 


Poland 


*A ranking of 


//l indicates the 


lowest infant mortality rate. 


♦♦Calculated 


from Table 5 
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G. - Percent Low Birth Weight By Race 

Low bf -th weight is defined as infants weighing 
less than 2 ,500 grams or 5.5 pounds at birth. Low 
birtn^weight infants are considered to be very high 
risk infants and account for approximately two thirds 
of all infant deaths. 

Table 7 displays the percent of infants weighing 
2,500 grams or less by State and region. Three year 
averages are presented for three intervals. As with 
the infant mortality rates in Table 1, the" overall 
percentages of low birth weight infants have declined 
for 49 States and the District of Columbia. Only 
South Dakota shows a slight fluctuation in its percent- 
age . However , when compared to infant death rates , 
the decline in the percent of infants with low birth 
weights has not been dramatic. The total averaged 
infant death rates declined by 37 percent between the 
1968-70 and 1978-80 intervals (Table 1). For the same 
intervals, the percent of births with low birth weight 
declined only 13.6 percent. 

Also in Table 7, it can be seen that Blacks have 
mucn higher percentages of low birth weight infants 
than do Whites. In 1970, one third of all Black infants 
were born weighing less than .2,500 grams compared to 
less than one fifth, of all White infants. The Black 
percentage of low birth weight infants has remained at 
twice the percentage for Whites from 1970 to 1980. 

On a State-by-State basis, Whites have consistently 
lowered their percentages of low birth weight infants 
over the three intervals shown in Table 7. Only South 
Dakota varied from this pattern with a temporary in- 
crease between the 1968-70 and 1973-75 intervals. For 
Blacks, six States (Vermont, Wisconsin, North Dakota, 
South Dakota, New Mexico and Wyoming) showed consistent 
increases over the three intervals. Eighteen additional 
States show some fluctuations in their trends^ on this 
factor. Nine of these eighteen States had higher 
percentages of Black low birth weight infants in the 
1978-80 interval than during the 1968-70 interval. 
These nine States are: Arizona, Alaska, California, 
Idaho, Iowa, Minnesota, Montana, Oklahoma and Oregon. 

Table 8 presents trends on percent low birth 
weight, mother's education and use of prenatal care by 
race for the ten year interval 1970 through 1980. The 
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percent of infants with extreme low birth weight (less 
than 1 ,500 grams) has remained virtually constant for 
both Whites and Blacks, This percentage for Blacks is 
approximately two and one half times the percentage 
for Whites, The percent of low birth weight (less 
than 2,500 grams) infants declined by 16 percent for' 
Whites but only by 10 percent for Blacks. Blacks made 
much greater and earlier use of prenatal care in 1980 
than they had in 1970. However, even after these 
substantial gains, Blacks in 1980 used prenatal services 
less than Whites had in 1970. 

H. Summary 

The available data show that the U.S. overall in- 
fant mortality rate has been steadily declining since 
1965, the same year the Medicaid program was enacted 
into law. Medicaid is the largest public source of 
funds which pay for medical care for low-income wo^en 
and children. Provisional data for 1982 indicate that 
the rate was 11.2 deaths per 1 ,000 live births, the 
lowest infant mortality rate ever recorded in the 
United States. Many factors can effect pregnancy out- 
come. Several, including better nutrition, a decline 
in smoking, wider availability of prenatal care, ad- 
vances in medical science, and improved socioeconomic 
condi tions , have cont ributed to declines in^ infant 
mortality rates. 

As noted earlier, the Black infant mortality rate 
remains nearly twice as high as the White infant mortal- 
ity rate. Several possible factors thought to contrib- 
ute to this higher rate are highlighted in a comprehen- 
sive 1979 DHEW report entitled, Health Status of Minor- 
ities and Low-Income Groups . 36 / The chapter on "Repro- 
ductive and Genetic Health" presents an analysis of 
White vs. Nonwhite (including minority races other 
than Black) maternal and infant morbidity and mortality. 



36/ U.S. Department of Health, Education, and Wel- 
fare. Public Health Service. Health Resources Adminis- 
tration. Office of Health Resources Opportunity. 
Health Status of Minorities and Low— Income Groups • 
DHEW Publication No. (HRA) 79-627. Washington, U.S. 
Govt. Print. Off., 1979. 275 pages. 
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The report points to such factors as higher teenage 
bi rth rates , more out-of-wedlock bi rths , poorer pre- 
natal care, adverse pre- and postnatal environmental in- 
fluences , and other socioeconomic, cultural , and ra- 
cial/ethnic dis pari ties as contributing to a higher 
proportion of low birth weight infants , and a corre- 
spondingly higher rate of infant morbidity and mortality 
among racial/ethnic minorities. 

* 

Several physiological and sociological vari- 
ables are correlated with the incidence of 
low birth weight. Gestation, birth order, 
prenatal care, maternal age, marriage status, 
and socioeconomi c leve 1 are among the corre- 
lates. . . Since the rates for out of wed- 
lock births and teenage fertility are higher 
among the racial /ethnic minorities, these 
groups are predisposed to low birth weight 
as a health problem. • • 37 / 



37/ Ibid. pp. 57-77. 
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Table- 7 





9*s'*>9 2.SQC c**»* or Ins *♦ titrt*. *ccor«3*Ag »o r^cf. oe??r«?*t 
Un'trt States, airraje «An w «l 196S-70, 1973-75. 297g.80 


* <tt«is»Ofi. «"0 Sl«.te 




1*»»S>-.*;!K*C a* union 
+r>e St«te 




1968-70 






1973-75 






1978 -80 3 






»Ur 


JO* '«•>' 




I1«ti 


_ 7 2 
* 


* 


rack 








ig*ir>g 2.500 








we wthj. 








7.0 


13.5 


?.S 


6.2 


12. ? 


7.0 


5.8 


ir.e 




1 


7.3 


13. S 


6.8 


6-5 


17.2 


6.3 


5.9 


11.9 






7.? 


•:c? . 


6.3 


6.3 


•6.5 






•6.3 




6.9 


6.9 


•8.3 


6.6 


6.6 


•B.O 




\ f. 


•6.1 






7.6 


•4.5 


6.7 


6.7 


•8.0 


\ "i 










7.3 


13.0 


6.9 


6.6 


11.6 


ft ? 




11 2 


JiftCXSe !i!*r«: 




7.1 


•16.7 


6.8 


6.5 


•12.2 




c r 


-12*3 






7.2 


11.4 


7.0 


6.3 


13-0 




t, 0 
6.U 


12.8 


441 3d! e At J Af*T. * C 




7.3 


II. 7 


7.8 


6.5 


13.7 


7.3 


6-0 


"13.0 


Mm 




7.5 


14.4 


8 0 


6 7 


13.4 


7.6 


6.2 


12. B 






7.1 


14. a 


7.9 


6^5 - 


14.1 


7.3 


5.6 


13.2 






7.0 


15.6 


7.4 


6-4 


14.2 


6.7 


. 


13.4 


C«t *ort* Ce^f*.] 


7.7 


6.7 


14.0 


7.3 


>. 6.1 


13.5 


B 


6 


13.3 








14.1 


7.3 


6.4 


12.3 


6-B 


5.P 








6.7 


12.7 


6.6 






6.4 


5.7 


ll'.l 




S 3 


C 8 


14.3 


7.S 


6i2 


14^0 


7.3 


5.6 


13.7 






6.7 


14.4 


7.5 


6.2 




7.0 


5.3 


U.3 






6.1 


11.9 


6.0 


5^6 


1Z-6 


5.5 


5.0 


12.6 


Weit Morth Ofltrjl , ,, 




6.3 


12.6 


6.3 


5.8" 


13.3 


5.B 


5.2 


12.6 






6.2 


11.4 


5.6 


5.4 


•13.0 


5.2 


> 5.0 


•11.5 




6 0 


5.9 


•10.6 


5. a 


5.6 


•12.7 


5.1 


4.9 


•12.1 






6^6 


13.7 


7.3 






6.8 


5.6 


13.0 




5 9 


5 .9 


•6.4 


56 


5^ 


•7*9 






•9.6 






. 6.'0 


•7.5 


6.3 




•13.1 


5!l 


t'.9 


•13.2 






6.4 


•13.3 


6.1 


5^8 


•12.* 


5.7 


5.3 


•12.8 




7.1 


6.6 


13.0 


6.4 


5.9 


12. 7 


6.2 


5.6 


12.1 






7.3 


13.9 


8.4 


6 6 


13 1 


8.0 


6.1 


WJ 




8 6 


6.8 


15.3 


7.7 


6.2 


13 3 




5.6 


13.9 






7.1 


14.2 


7.9 


6^2 


12'9 


7*.9 


5.9 


12.5 




13 4 


8.4 


14.3 


13.1 


•7.1 


14.1 


12.8 


6.3 


14.1 






7!l 


13.7 


7.7 


6.3 


12.5 


7.4 


5.9 


12.0 




8 2 


7.9 


•14.5 


7.3 


7.1 


•11.9 




6-5 


•l.\4 




9 4 


7.< 


14. ? 


8.7 


6.8 


13.3 


»'« 


6.? 


12.3 




9 9 


7.6 


13.8 


9.0 


6.6 


12.9 


BR 


6.0 


12.6 






7.*2 


13.9 


9.1 


6.8 


13.4 




6.3, 


12.7 




8 7 


7.1 


13.3 


8.1 


6.5 


13.0 


7*7 




12.3 






7.2 


13.0 


8.2 


6.5 


12.6 


7.9 


6.7 


12.3 






7.5 


13.4 


7.3 


6.8 


12.3 


7.0 


6.4 


12.4 






7.1 




8.0 


6.6 


13.2 


8.0 


6.S 


13.2 




9.0 


7.2 




8.5 


6.4 


12.5 


8.1 


5.9 


12.1 






i.P 




9.1 


6.2 


12.4 


8.7 


5.9 


11.9 




8.5 


1.\ 


j P 


8.0 


6.7 


13.2 


7.4 


6.1 


12.6 




8.4 

9.6 


7.0 
6.6 

7.3 


\i.f 

jl.2 
11. S 


8.1 
9.2 
7.5 


6.6 
6.6 

7.0 


12.7 
13.0 
J4.0 


7.5 
8.7 
6.8 


5.9 
6-1 
6.2 


12.3 
12.7 
12.4 




7.9 
8.2 


7.1 


14.3 


7.7 


6.6 


13.5 


7.1 


6-1 


12.7 




8.4 


8.1 


10.7 


7.4 


7.2 


13.4 


6.7 


6.5 


12.8 


Ho*t«n« 


7.6 


7.5 
6.6 


•3.6 
*?.6 


7.0 
6.0 


6.9 
5.9 


•12.9 

•4.0 


5.7 
5.4 


5.6 
5.3 


•9.5 
<9.2 


l(3*ho 


6.6 
9.2 
9.9 


9.0 
9.6 


•14.4 

15.0 
9.5 


8.7 
9.1 
B.8 


8.7 
8.8 

8.8 «• 


•15.5 
15.2 
•13.0 


7.5 
8.2 
8.2 


7.4 
7.9 
8.1 


•16.1 
14.7 
•13.6 




9.4 


9.4 
7.3 


9.4 


6.6 


6.4 


•11.4 


6.1 


5.9 


11.3 


Utah 

Nrrid* 


7.6 
6.7 
9.7 


6.6 
9.1 


•9.8 
•13.8 


5.5 
8.0 


5.4 
7.4 


•20.3 
•13.3 


5.4 

7.1 


5*4 
6.4 


*9.3 
•12.3 




7.0 


6.4 


u 10. 8 


6.3 


5.6 


11.9 


5.9 


5.3 . 


11.3 


lf«iMngton 


6.7 


6.4 


10.9 
•10.7 


6.0 
5.7 


5.7 
5.5 


10.8 
•11.8 


5.3 
5.1 


t.o 

5.0 


10.1 
•10.8 


Oregon • 


6.4 


6.2 


U.3 


6.3 


.* 5.6 


12.0 


6.1 


5.4 


11.5 






6.4 


7.1 


5.7 


5.2 


•10.5 


5.5 


5.0 


•7.2 


Alaska...: 

H»lM 


6.7 
8.9 


6.5 
7.3 


9.5 


7.8 


5.9 


•7.5 


7.1 


5.8 


•9.3 



•Jootnotes on following page. 
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57.7 
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12.6 
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1970.1977, Public Health Service." aJathington. U.S. Government Printing Off tee; for 1978-1980, Public Health Service, 
to ee potllthrC. 



3.8 



34 



IV • MAJOR FEDERAL MATERNAL AND CHILD HEALTH PROGRAMS 

A number of Federal programs provide health and 
related services to mothers and children. However, no 
Federal program is exclusively targeted to decreasing 
infant mortality in this country. Three major programs 
providing health and health-related services to children 
are Medicaid , the Maternal and Child Health Services 
Block Grant, and the Special Supplemental Food Program 
for Women, Infants a;:d Children. Others include Commu- 
nity Health Centers, Migrant Health Centers, Family 
Planning, and Childhood Immunizations. In addition, 
the Federal Government conducts certain research activi- 
ties related to infant raortali ty. Table 9 displays 
selected appropriations, authorizations and budget fig- 
ures for these programs FY 1980 through the Adminis- 
tration's FY 1985 budget proposal. 



A . Medicaid 

The Medicaid program, authorized under title XIX 
of the Social Security Act, is a Federal-State entitle- 
ment program that purchases medical care for certain 
low-income persons. Within Federal guidelines , ^ach 
State designs and administers its own program. Thus, 
substantial variation exists among the States in terms 
of persons covered, services offered, and amounts of 
payments for such services. 

All States must provide Medicaid services to the 
"categorically needy". In general, these are persons 
receiving assistance from the Aid to Families with 
Dependent Children (AFDC) program or the Federal Supple- 
mental Security Income (SSI) program, for the aged, 
blind, and disabled. States may also cover the "medi- 
cally needy". These are persons who are aged, blind, 
disabled, or members of families with dependent chil- 
dren, and are unable to afford medical care, but whose 
incomes (after deducting incurred medical expenses) 
fall below the State medically needy standard. States 
having medically needy programs must , at a minimum, 
provide ambulatory services for children "and prenatal 
and delivery services for pregnant women. 

States are required to offer among others, the 
following services to categorically needy recipients 
under their Medicaid program: inpatient and ouf.patient 
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hospital services; laboratory and X-ray services; 
early and period! c screeni ng, diagnosis , and treat- 
ment (EFSDT) for those under age 21; family planning 
services and supplies; physicians' services; rural 
health clinic -services; and certified nurse midwife 
services. States may lim'i t the amount , duration and 
scope of the services they offer (e.g., 14 hospi tal 
days per year, 3 physician visits per month). In 
addition, the States may impose nominal cost-sharing 
with certain major exceptions^ including charges on 
children under age 18, pregnancy-related services, and 
family planning services and supplies. 

■The Federal Government i s requi red to match what- 
ever States spend for covered services to eligible 
persons. The Federal Government's share of Medicaid 
is tied to a formula whi ch is i nversely related to 
the per capita income of the States. Federal'matching 
for services varies from 50 to 78 percent. Total FY 
1984 Medicaid costs are estimated to be $37.9 billion 
(Federal - $20.3 billion; State - $17.6 Hllion). In 
1984, Medicaid is expected to provide services to an 
estimated 11.1 million children under age 21. 

Of the total Medicaid beneficiary population, 42 
percent are children who consume only 12 percent of 
Medicaid payments to providers of care. 



B. Maternal and Child Health Services Block Grant 

The Maternal and Child Health (MCH) Services Block 
Grant, authorized under title V of the Social Security 
Act, provides health care services to mothers and 
children including those with low income or with 
limited access to health services. The purposes of 
the block include, among others, reducing infant mor- 
tality, reducing the incidence of preventable disease 
and handicapping conditions among children, and increas- 
ing the availability of prenatal, delivery, and post- 
partum care to low-income mothers. 

Eligibility criteria under the block may be set by 
the States themselves. States are allowed to charge 
for services provided; however, mothers and children 
whose incomes fall below the poverty level (currently 
$9,900 for a family of four) may not be charged for 
servi ces. 
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States determine the services ^to be provided under 
the block. Services can include prenatal care, well- 
child clinics, immunizations , vision and hearing screen- 
ing, dental care, and^family planning. They may also in- 
clude inpatient servi ces for 'crippled children, screen- 
ing for lead-based paint poisoning, or counseling serv- 
ices for parents of Sudden Infant Death Syndrome vic- 
tims. 

In FY 1984, 85 percent of the block grant appro- 
priation is allotted among the States. Each State's in- 
dividual allotment is based on the proportion of funds 
allotted fro all States in FY 1981 for certain programs 
now included in the block. These programs are MCH and 
crippled children's services, supplemental security in- 
come services for disabled children, lead-based paint 
poisoning'-rprevention, sudden infant death syndrome, 
and adolescent pregnaicy. For each $4 in Federal 
funds States receive, they must spend $3 of their own 
^ funds • _ 

A portion of the block's appropriation is reserved 
under a Federal set-aside. In FY 1984, 15 percent of 
this, appropriation is reserved for MCH special projects 
of regional and national significance (such as Improved 
Pregnancy Outcome projects), research and training, 
and genetic disease^and hemophilia programs. These pro- 
grams are ' Federally administered. 

The MCH Block Grants received $399 million in FY 
1984* No data are available on the. numbers of persons 
served by the MCH Block nationwide. 

C. Special Supplemental , -Food Program for Women, In- 
fants , and Children 

The Special Supplemental Food Program for Women, 
'- Infants and Children (WIC) is- authorized through FY 1984 
under Section 17 of the Child Nutrition Act of 1966, as 
amended, and is administered by the • Efepartraent of 
Agriculture (USDA). .The ^.program provides specified 
"^supplemental foods — ("irf the form of actual food items , 
or^yjcuieh^rs^Tor specific food items, redeemable at 
- local grocery stores) ,. certain diagnostic health serv- 
ices and nutrition education to participants. 

Program participants are low-income pregnant* and 
postpartum mothers, and infants and children through 
age "4 who are medically certified to be at risk because 
of inadequate nutrition or po6r health or both. Income 
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standards may be zret |by Statu: 01 Tfccal agencies operat- 
ing programs; however, they ^may not be sethhigher than 
the reduced price school lunch income eligibility stand- 
ards ( i . e . , 185 percent of the poverty level, currently 
$18,315 for a family of four), or lower than 100 percent 
of this poverty lev*! ($9,900 for a family of fourN 
.By law, beneficiaries are to receive, at no cost, 
.supplemental foods containing protein, iron, calcium, 
vitamin A and vitamin G. These foods are provided 
^monthly ' and'include milk, cheese, eggs, infant formula, 
cereals and fruit* or vegetable juices. 

The Federal Government awards grants to State 
Health Agencies or comparable agencies and to recog- 
nized Indian groups acting as State agencies La adminis- 
ter WIC programs. The States 1 funding formulas are 
published each year in the Federal Register. No State 
matching is required. WIC programs are operated mostly 
by local health departments. 

In FY 1983, WIC expenditures are estimated at $1.1 
billion. During FY 1983, the average monthly participa- 
tion rate in WIC was 2,536,784 persons (541,691 women; 
729,859 infants; and 1 ,265,234 child ren) . There were 
7,150 WIC clinics in operation in FY 1983. 

Also administered by the USDA is the Commodi ty Sup- 
plemental Food Program (CSFP), a__p_redecessor to the 
WIC program, whirh current ly" d erates along side of, 
or in place of,. WIC programs "in 21 project areas. 
Persons may participate in one or the other of these 
programs, but may. not participate in both. The' CSFP 
program also "provides - food to pregnant and pos t-partum , . 
low-income women, infants and children. However, the 
food items are commodities purchased in bulk by the 
USDA and .^.shipped to warehouses operated by States or 
local operators. • (WIC food i.tems are usually pur 1 
chased in local grocc . y stores with food vouchers^ 
issued by the local agency.) State and local agencies 
establish eligibility cri teria which are based on nutri-^ 
tional risk and income. Income eligibility is to be set ' 
by existing food, health or welfare programs. 

There were 25 CSFP projects in FY 1983 and regular 
program expenditures for the CSFP program are estimated 
at $33.4 million. The annual average monthly participa- 
ion rate in these projects was 138,062 (25,930 women; 
22,697 infants; and 89,436 children). 
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D. Other Programs 

I . Community Health Centers 

Section 330 of the Public Health Service (PHS) Act 
provides grants to public and nonprofit private entities 
to operate community health centers (CHCs). These 
centers provide comprehensive health services in low-in- 
come urban and rural .communities or neighborhoods which 
have been . designated as medically underserved areas. 
CHCs offer a rsnge of primary health services on an 
ambulatory basis, including diagnostic, treatment, pre- 
ventive, emergency, transportation', and preventive den- 
tal bervices; and can arrange and pay for hospital and 
other supplemental services in certain circumstances. 

As of October 1, 1982, States could begin adminis- 
tering CHCs under the Primary Care Block Grant, author- 
ized under Title XIX of the PHS Act. Only West Virginia 
and the Virgin Islands have taken the option to adminis- 
ter CHCs themselves. The Department of Health and Human 
Services continues to administer the program for the 
rest of the nation. In FY 1984, CHCs are receiving an 
appropriation of $337 million. 

• • There are now about 590 rural and urban CHC grantees 
serving about 4.7 million medically underserved urban 
and rural residents. About 58 percent of the medical 
users of CHCs are women between the ages of 20 and 44 
and children under age 15. 

2. Migrant Health Centers 

The migrant health centers program, under Section 
329 of the PHS Act, provides grants to public and 
non-profit private agencies for the operation of health 
clinics for both migratory and resident seasonal farm 
workers living in communities which experience influxes 
of migrant workers. These centers offer primary health 
services . The program wi 11 receive $42 million in FY 
1984. Migrant health centers, which number 137, will 
serve approximately 460,000 persons in FY 1984. An 
estimated 60 percent of the medical users of migrant 
health centers are women between the ages of 20 and 44 
and children under age 15.- 
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3 . Family Planning 

The family planning program, title X of the PH.S / 
Act, authorizes support for family planning clinics,/ 
training of family planning personnel, and develop/ 
ment and dissemination of j family planning and popula- 
tion growth information to all persons desiring such 
information. Most of title X's funding is awarded V 
to public or nonprofit private agencies to operate N 
family planning clinics. I Services offered at these 
clinics typically include : medical examinations , coun- 
seling, pregnancy tests'; j information and / education 
activities, birth control/, natural family planning, 
and infertility services* In FY 1984 , , the program 
will receive $140 million for 88 project grants to - 
support directly approximately 4,500 clinics, as well . 
as for training and information and education activi- 
ties. Approximately/ 3«7 million persons will receive 
family planning services under the program in FY 1984. 

4 • Childhood Immunization Program 

Section 317 (j) of the PHS Act provides grants for 
vaccine and personnel to State and local authorities 
to protect children against such preventable diseases 
as polio, measles, tetanus, and diptheria. Included 
among the program's activities is a special .effort . 
to inform new mothers, while they are still in the hos- 
pital, about the necessity of immunizing their infant, 
and where to go to have the infant immunized. Appropri- 
ations for the program totalled $30.4 million in FY 
1984. 



E. Research 

1- National Institutes of Health (NIH) Biomedical 
Research Program 

Title IV of the PHS Act provides for the establish- 
ment of the national research institutes which together 
make up the National Institutes of Health (NIH). Speci- 
fically, the National Institute of Child Heaith and 
Human Development (NICHD), authorized under Section 441, 
and the National Institute of General Medical Sciences 
(NIGMS), authorized under Section 442, support research 
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in areas related to maternal and infant health factors 
that may contribute to infant mortality. The NIGMS. 
supports basic research studies to increase our know- 
ledge and understanding of various genetic diseases, 
among other areas of research. The NICHD supports 
and conducts research efforts to improve the health 
and well-being of infants, children and adults. Much € 
of the Institute's work focuses on increasing our 
understanding of normal human development, and v in- 
cludes the study of the reproductive sciences, preg- 
nancy, labor, birth, prematurity, low birth weight, 
congenital defects, infant* mortality, and maternal and , 
child health in general. Other Institutes support 
research on such areas as infant heart, lung, or blood 
disorders , neurological problems , digestive diseases, 
maternal diabetes, and maternal and infant nutritional 
requirements. 

2. National Institute on Alcohol Abuse and Alcohol- 
ism (NIAAA) Research Activities 

Research activities related to alcoholism are auth- 
orized under Section 301 of the PHS Act and Section. 504 
of the Comprehensive Alcohol Abuse and Alcoholism Pre- 
vention, Treatment and Rehabilitation Act of 1970, as 
amended. The purpose of the NlAAA research program. £s 
to develop new knowledge relevant to the prevention of 
alcohol abuse and ,to the treatment of alcoholism and al- 
cohol-related illnesses. NlAAA supports ,. among others, 
research projects which examine the effects of maternal 
drinking on the fer^is. According to DHHS, between 
180C and 2400 babies ai;e born every year in this country 
with Fetal Alcohol sWdrome (FAS), caused by maternal 
drinking during pregnancy, FAS is one of the leading 
causes of mental retardation and is responsible for a 
wide range of other severevand irreversible abnormali- 
ties. All FY 1984 research awards have not yet been 
made. In FY 1983, 21 research grants were related to 
fetal alcohol syndrome. Funding for these 21 grants 
amounted to $1.8 million. 
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GLOSSARY 



Bone calcification : the process by which, bones become 
hardened by the depositing of calcium salts. 

Congenital : referring to conditions that are present 
at birth, regardless of their causation. 

Gestation : • the period of development of the fetus 
from the time of fertilization of the egg until birth. 

Infant mortality : death of a live born infant under 
one year of age; usually expressed as a rate per 1,000 
live births. 

j 

In utero : within the uterus. 

Low birth weight infant : an infant weighing 2,500 grams 
(5 pounds , 5 ounces) or less. 

Miscarriage : loss of the products of conception from 
the uterus before the fetus is viable. 

Neonatal death : the death of a live born infant before 
the first 28 days of life. 

Perinatal death : death during .the period shortly before 
and after birth (generally considered tobegin with the 
completion of the 28th week of gestation, and to end 
one to fouv weeks after birth). 

"j 

Premature infant : infants born usually after the 27th 
week and before full term; defined as an infant weighing 
1,000 to 2,499 grams (2.2 to 5.5 pounds) at birth, and 
having a poor to good chance of survival, depending on 
the weight. 
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prenatal : existing or occuring before birth, with 
eference to the fetus. 

Itillbirth : the delivery of a dead child. 



>urces: Dorland's Illustrated Medical Dictionary, 25t'h 
ed. W.B. Saunders,. . (Philadelphia) , 1974. 

U. . Congress. House. Interstate and For- 
eign Commerce Subcommittee on Health and the 
Environment. A discursive Dictionary of Health 
Care. (Committee Print), Washington, U.S. Govt 
Print. Off., Feb. 1976. 



O 



48 



